Some twenty-two years ago, during the winter of 1944, a group of psychiatrists met at the Royal York Hotel in Toronto. This exciting meeting was called by Dr. Clare Hincks, who felt that psychiatrists should be giving attention to the development of psychiatric services in Canada after the war. The National Committee on Mental Hygiene had been extensively involved in the arrangements for the care of children from the United Kingdom in Canada, had assisted in the recruitment of Canadian personnel to work with evacuated children in the British Isles and it was quite apparent that there would be a sudden increase in the availability of qualified personnel for psychiatric services as they were discharged from the Armed Services after the war. For young people entering psychiatry it was an exciting period. The specialty appeared to be well accepted and many young medical officers were being trained in psychiatry. National Defence Headquarters, the various commands and services had consultant psychiatrists who were playing an important part in recruitment, training and rehabilitation. In his inimicable way, Dr. Hincks presented his thoughts and ambitions for the provision of psychiatric services to the civilian population of this country. He gave great leadership in our field, which has not been appropriately recognized. He was not always popular or liked but how could he be, as he continually urged the improvement of services for the mentally ill.
The greatest continuing frustration throughout these years has been the intellectual acceptance by so many of our leaders of the serious mental health prob- It is certainly true that we in psychiatry have received considerable support during the past twenty years. We have seen the Mental Health Services of Newfoundland improve dramatically, and have seen the effects of the mental health grant across Canada and have been privileged to participate in what Dr. Bedard has eloquently described as the 'quiet revolution' in Quebec. While I have seen many millions of dollars spent on buildings and services, I have not yet seen the essential emotional acceptance of mental illness which I believe to be necessary before a truly significant breakthrough in the provision of services will come about. After serious consideration, I have decided to talk about my personal involvement in mental health in the hope that you will be able to accept the subjective way in which I am involved in this program. I cannot claim or pretend to be objective about the organization and development of mental health services. Being aware of this, I have left the mental health field on two occasions. In 1951, I became Superintendent of the St. John's General Hospital, but soon realized that I could not have a sense of fulfilment in such a role: in later years in Ottawa, I was extensively involved in hospital insurance but again realized that I would have to return to the mental health field if I was to gain the satisfaction and sense of accomplishment which I need. As a young medical student, I came under the influence of Dr. Jones at Dalhousie. I became interested in psychiatry and mental hospitals. During the war, while stationed in Newfoundland, I was seconded to the shortages of staff, incredible food service, infestation and so on, which was the daily experience of patients in that hospital. I soon developed the conviction that the care of the mentally ill was the greatest challenge facing medicine. I still think it is. Things have changed since the 'snakepit' days of the post-war period. They have not changed enough. I still visit large mental hospitals housing 1,500 or more patients where there are one or two doctors, a few graduate nurses and little else. In the past ten years I have been revolted when visiting Bordeaux Jail, Foyer St. Luce, and many other places across this country. Dr. Bedard, Dr. Lazure and I have had the satisfaction of removing all of the patients from Foyer St. Luce and of transferring most of the mentally ill patients from Bordeaux Jail to other hospitals. We have also had the satisfaction of being involved in the development of the Pinel Institute in Montreal. Always however, I have found myself wondering how a twentieth century Western society could permit such conditions to exist. I am more and more coming to the conclusion that only when those involved in health administration and those responsible for political decisions in our country are able to place themselves in the position of our patients, will we be able to have the insight and understanding necessary for the development of adequate administrative and financial arrangements for the care of the mentally ill.
One of the major frustrations for people with psychiatric illness and for those working in psychiatric services must surely be the apparent conflict between our allegations that mental illness should be seen as an illness like any other illness and the continued refusal of so many programs to provide for psychiatric illness on the same basis as they do for physical illness. There is even a serious conflict within psychiatry itself in that so many of our colleagues are not prepared to function with psychiatric illness as other physicians do with physical illness. Unfortunately, many illnesses do not respond to active treatment and much medical practice is involved with symptomatic treatment and the relief of suffering in the individual affected by the illness, as well as dealing with the anxieties of relatives and friends of the affected person. Too many psychiatrists and too many psychiatric services are highly selective in their admission and treatment policies. Adequate provision is not made for psychiatric emergencies and too often those with chronic illnesses and their families are not given the support which they should receive from psychiatrists. In spite of all that is said, many people do not see the suffering of anxious, depressed, deluded, hallucinated or confused patients as being as real and indeed more terrifying than are many physical symptoms. So terrifying and frightening that most of us still protect ourselves from it with the expressed or covert defence that "psychiatric illness will not affect us or those close to us;" or "psychiatric illnesses only occur in families where there is a weak strain!" or even that "treatment would not be helpful;" or, as a number of psychiatrists are now saying, "such symptomatology may indeed not be illness at all." Until we in psychiatry, those responsible for health administration and those responsible for major political decisions affecting psychiatric illness, come to understand the real suffering of people with psychiatric symptoms and the real anxiety of their families and friends, it is doubtful that there can be any really meaningful change in the administrative obstacles which still exist and obstruct the provision of adequate psychiatric services.
Many psychiatrists have had experiences similar to mine. Many have worked in large mental hospitals with inadequate staff and inadequate facilities, have been in hospitals where the beds were so crowded together that it was almost impossible to walk between them. and have seen hundreds of patients in restraint and seclusion. Some have treated patients in the days when there was no electroconvulsive therapy, no insulin, no metrazol and no psycho-active drugs. It would have been easy to be overwhelmed by the size and nature of the problem. On the other hand it was also possible to move into the situation selectively, doing that which could be done, while keeping clear objectives for the future in mind. Conditions have changed dramatically during the past twenty years, but they have not changed as much as some of us would like to believe. In spite of increased training programs and the expansion of our psychiatric services, one must still ask where we are to find personnel to work in our larger isolated mental hospitals, to provide psychiatric services outside of university and metropolitan areas, to accept continuing responsibilities for psychiatric emergencies and to place the care of sick and distressed people ahead of their individual and professional needs. It is possible that we are adding supervision to supervision to the detriment of the initiative and maturation of the people we are training. It might be hoped that qualified professionals would be capable of independent and appropriate action without endless periods of supervision and endless hours of conferences designed to improve communication, which might exist more readily if each of us would individually accept our own responsibilities and work effectively with those with whom we come into contact.
The major items about which consistent recommendations have been made during recent years include the follow- 3) Persistent recommendations urging the inclusion of psychiatric services under any proposed national medicalcare insurance program. 4) Regionalization and Decentralization of psychiatric services. 5) Organization of mental hospitals under Public Hospitals Acts and management of these hospitals by hospital boards. 6) Separation of legislation covering the operation of hospitals from that required for the treatment of unwilling patients and from that necessary for the administration of estates and guardianship of the patient. 7) The establishment of psychiatric services in all general hospitals of more than 200 beds with such services being comprehensive in nature and including consultation, day care, night care, emergency and in-patient services.
Mental Health Divisions
While it is well established that the provision of health services is a responsibility of the provinces, it is equally clear that actions of the federal government have a major influence on the way in which such services are developed. For many years it has been stated that mental illness is one of the major, if not the major health problem of our country. In 1948, one of the largest health grants was provided for mental health. At that time it was stated that the National Health Grants Program was being introduced in order to prepare the way for the introduction of more extensive health services across the country. The Mental Health Division came into being when the Department of National Health and Welfare was founded and during the early years of the National Health Grant program was able to exert a major influence on the pattern of psychiatric services across Canada. The early Advisory Committee meetings were called with enthusiasm, and an impression of active involvement in the planning and imple-mentation of necessary improvements and expansion of mental health services developed. During more recent years the effect of the Federal Mental Health Division has been much less noticeable. The mental health grant has not expanded either in terms of population growth, inflation or increased need for services. While it is true that there has been some increase in the absolute amount available from time to time, such increases would appear to be incidental rether than designed to deal with the need as acknowledged across this country. The Mental Health Division has not expanded and still consists only of a consultant in psychiatry, a consultant in social work, a consultant in nursing, a consultant in 'Psychology, an editorial assistant and office staff. Its program as a whole would appe-ar to have decrease.d, as there is now little evidence of major federal involvement in the preparation of educational materials or in the initiation and direction of meetings designed to formulate and initiate necessary mental health activities. The recent transfer of all rese-arch to the public health research grant, while it has certain advantages, has also tended to minimize the necessary emphasis on further expansion of mental health research. The centralization of research administration has not increased the image of the Mental Health Division nor has it created any impression of intent on the part of the federal authorities to stimulate and expand necessary research in this field. From time to time observations have been made regarding the co-ordination of mental health services provided by the federal government through a number of its departments, and it has been suggested that the role of the federal government could be made much more meaningful and its ability to recruit competent personnel increased if such services were fully co-ordinated,
It is now apparent that the Department of Veterans Affairs will playa decreasing role in the provision of psychiatric ser-vices in the future. Psychiatric services for veterans are more likely to be provided through local community resources. There is some evidence that the provision of services in connection withimmigration, sick mariners, Indians and Eskimos may also be progressively more integrated with local health services.
The armed forces present a unique situation, but if one considers the provision of psychiatric and other health services on the same basis as such services are provided in large industrial settings" there seems to be no reason why such services cannot be provided effectively by the armed forces, augmented by civilian resources in the various parts of the country.
There remaius the great problem of correctional institutions. It appears that a number of contradictory processes are going on concurrently in this field. There is on the one hand the feeling that such services must relate more closely to our communities in order to provide for adequate rehabilitation of offenders. On the other hand there is still a proposal under consideration to increase the centralized administration of such services, with the federal government assuming responsibility for offenders sentenced to more than six months. In spite of many committees and other reports presented during the post-war years, little has as yet been done to provide for the adequate examination of offenders prior to trial or subsequent thereto. It is true that rather heroic but not too successful efforts have been made to provide psychiatric services within the penitentiary system and the complement of classification officers has been greatly increased. During the same period there would appear to have been a serious breakdown in the discipline and morale of the penitentiary service. In dynamic terms, one could ascribe this breakdown iu discipline and morale to a failure to recognize the contradictory nature of the pleasure principle and the reality principle. The introduction of adequate psychiatric services in the peni-tentiary system should not promote the breakdown of morale and discipline. If our society is to survive, we all must learn to accept the authority provided by our society and each of us must learn to conform, at least to the extent necessary for the preservation of our way of life. Within these terms of reference it is possible to provide adequate treatment for offenders and non-offenders but only when the individual being treated is fully aware of the difference between the reality in which we live and the fantasies, feelings and fears which we may all carry within ourselves. To understand and work with a person who has proble~s of adjustment is not to destroy the SOCIety or the particular system within which such a person or patient functions. As things now stan~, it would appear that the federal authorities are proposing two extreme approaches to this problem. One is to provide an ever-increasing freedom and flexibility for tho~e able and w~l~ng: to participate in their own rehabilitation, while on the other hand there have been proposals for the~ost physically restricting and psychologically da~agm~detention centres that one could imagine. We in psychiatry must recognize the probleõ f those individuals who commit antisocial acts and must be prepared to cooperate in the protection of society from such individuals but we cannot and must not accept a system which would be highly destructive to the individuals from which society must be protected. It seems to me that it is possible to reconcile these differing views and my major concern is much more with the lack of communication between the responsible federal authorities and the best informed professional people in these fields, rather than with the particular approaches which have been proposed. The re-establishment or development of adequate communication would seem to be the first necessary step and the authorities must become aware that the ultimate aims of those working for our government and those of us working with patients are the same. Weare not mutually opposed but rather must find ways to bring our different responsibilities into perspective and to develop the most satisfactory means of dealing with the problems which our society faces.
British In other provinces Mental Health Services appear to be conceptualized as just one of many areas of concern and in general they are organizationally on the level of tuberculosis services, nutrition services and so on. While it is true that the nature and extent of these programs frequently mean that the Director of Mental Health has more contact with the Deputy Minister and has a very large budget, the organizational charts available would not in general indicate that Mental Health Services are recognized as being one of the most important services coming under the over-all direction of the Health Department.
At the federal level the Chief of the Mental Health Division has always been at the same level as many other consultants.
While many have advocated the organizational pattern adopted in British Columbia, there do not appear to have been any significantly different developments in this Province as compared with other provinces and it is doubtful that the hierarchical level of the Director of Mental Health Services is such an important factor in determining the nature and rate of development of Mental Health Services.
It is true that British Columbia has developed '3 number of Mental Health Centres but these do not seem to be developing any faster or differently from those in other provinces. The problems of relationships and organization seem to be as extensive in this Province as elsewhere.
While many efforts have been made to involve the public health services at every level in efforts to improve mental health programs, the results of these efforts have been spotty.
A review of the administrative patterns across the country at all levels and in the major areas of health, welfare and education would lead one to ask certain questions: Are the services being developed and the administrative patterns being established primarily designed to meet the needs of patients or to provide career opportunities for professionals in the various fields? Is co-ordination at the local level likely to be effective when the provision of services is so fragmented at senior levels?
In the welfare field we have passed through some twenty or more years of specific welfare programs such as old age assistance, mothers' allowances, children's allowances, unemployment assistance and so on. It is quite apparent that those who sponsor these programs at the local level are in favour of less specifically determined programs and more flexibility which would allow the local welfare agencies to provide appropriate assistance as needed. It is possible that the proposals made by the federal government in recent years in connection with these programs may facilitate the provision of service at the local level.
Hospital Insurance
When the Federal Hospital Insurance and Diagnostic Services Act was introduced in 1957, it was initially proposed to exclude the treatment of mental illness as a benefit under this Act. At that time there were many submissions advocating the inclusion of mental illness as a benefit and the legislation was modified so as to cover the treatment of mental illness in general hospitals but not in special institutions. The Opposition of that day introduced an amendment to the legislation which would have had the effect of providing coverage for mental illness in mental institutions but this amendment was defeated. It is noteworthy that the same party subsequently formed the government but no action was taken to include mental hospitals under this program as the party had urged in 1957.
In the years since many arguments have been used to justify the position of the federal government. When federal hospital insurance was introduced it was stated to have three primary objectives: a) the provision of adequate hospital services for all Canadians; b) the provision of a prepayment system which would avoid undue hardships caused by individual hospital bills; and c) to overcome the serious deficit situation of Canadian hospitals.
If the first objective-the provision of adequate hospital services for all Canadians -was considered seriously, there could be no greater case for the inclusion of mental hospitals under the program.
While, in general, it was true that individuals were not placed in positions of hardship by bills received from mental hospitals, it was also apparent at that time that many people were paying major hospital costs in connection with psychiatric illnesses. Indeed in one of the largest provinces hospital care was only subsidized for indigents at that time and people able to pay were required to pay fully for the hospital care received. The Province concerned, Quebec, is to be commended for subsequent action which brought mental hospitals under a similar program to that provided by general hospitals, even though the Province received no financial aid from the federal government in connection with this program. The few private mental hospitals in Canada were quickly brought under the provisions of the provincial hospital insurance programs concerned but generally speaking without federal participation.
The third primary aim, namely, dealing with the serious financial deficit situation in general hospitals did not apply to mental hospitals as these were in the main operated by provincial governments. However, if one were to look at the total financial resources made available to these institutions by comparison with general hospitals, one could not fail to be impressed by the need for increased financial aid for such programs.
A recurrent justification for the exclusion of mental hospitals has been the statement that federal participation in mental hospital programs would only constitute fiscal aid to the provinces. This argument has little validity. Indeed when hospital insurance was introduced, four of the ten provinces received very major fiscal aid as they had during previous years and introduced hospital insurance programs, the net cost of which was reduced by the introduction of the federal program. Furthermore, it would have been relatively easy for the federal government to introduce regulations requiring that the additional money be used for the expansion and improvement of psychiatric services which were and are so necessary.
Subsequent action at the federal level has further deterred the adequate development of in-patient care on an integrated and regional basis. For some time the federal authorities argued that ten per cent of the beds was the maximum any one hospital could have for psychiatric purposes. This argument was based on a minimum aim stated by the American Psychiatric Association decades ago, at which time it was hoped that all general hospitals might ultimately have at least ten per cent of their beds for psychiatric patients. This ruling was subsequently modified to fifteen per cent or so, but the same kind of restrictive thinking has continued, even though no such formula is used in connection with beds for other types of illness.It is noteworthy that New Zealand, when introducing hospital insurance many years ago, made service provided by mental hospitals the first benefit under the program. When the National Health Program was introduced in Great Britain, mental hospitals were brought into the same system as all other hospitals and since that time many aspects of the British mental health program have provided exemplary models for the improvement of psychiatric care throughout the world. In the U.S. there were initial exclusions of various forms of mental hospital and psychiatric care under the recently approved Social Security Medicare Program but these were subsequently removed and in general the provisions for psychiatric care are comparable with those for other forms of illness.
On many occasions since the program was introduced it has been stated that it was not possible to find the money at the federal level to participate in hospital insurance for mental hospitals. One can only assume that the average Canadian and Canadian society at large, places all of its materialistic aims ahead of the care of the mentally ill. During the same period we have witnessed one of the greatest airport and terminal construction programs any country has ever undertaken; the Trans-Canada Highway has been financed; the St. Lawrence Seaway has been completed and hundreds of millions of additional dollars have been made available for universal old-age pensions which are now being extended into the Canada Pension Plan.
It would be possible to make many value judgments regarding the continued exclusion of mental hospitals from our Canadian Hospital Insurance Program. No arguments have been introduced which justify the exclusion, and the failure to provide adequately for the mentally ill in our hospitals continues as a blot on our society. One can only hope that somewhere, at some time, someone will appear with sufficient conviction, courage and social conscience to undertake the kind of political action which apparently is necessary to correct this continued injustice.
Medical Care Insurance
A major area of concern continues to be the arrangements made for the provision of medical services to psychiatric patients. Historically, the medical personnel of mental hospitals have been on a salaried basis and no charges have been made in respect of medical care rendered to the patients. The early mental health clinics were established on the same basis and in a number of cases psychiatrists working in general hospital settings were also on a salaried arrangement. It is now apparent that efforts are being made to place psychiatrists in the same position as other physicians, i.e. on a fee-for-service basis. The increasing provision of psychiatric service under various medical insurance programs has facilitated this development. The pending introduction of a universal medical care program should further facilitate the provision of medical psychiatric services on the same basis as other medical services are provided. Many mental health clinics have introduced a means test and in many general hospitals the salary and part-time payments relate to the provision of services to indigents rather than to the total patient group served.
The involvement of general practitioners in the provision of psychiatric services is increasing. A number of interesting projects have been developed. In at least one area in a general hospital setting, a group of general practitioners are being used to provide first level service and in particular emergency service to patients with psychiatric illness, with the psychiatrists acting in a consultinr ole only. In other areas general pracntioners are being involved in the continuing care of psychiatric patients with consultant service available to them. The problem of remuneration for these general practitioners and other practitioners has not yet been resolved. It has not been too difficult to provide necessary financial support for their involvement in mental hospitals and in certain clinics but when they assumethe same role in respect of their own patients and their own practice, there is frequently a financial loss involved, in that most pre-payment plans do not make adequate provision for the continuing care of psychiatric patients by such physicians. For many years recommendations have been made by many groups regarding the availability of funds for the training of medical teachers and for the payment of teachers in mental health training programs. It is increasingly apparent that teachers and teaching time will not be available unless funds are provided to pay teaching personnel adequately for the time they give to such activities. For many years medical education in particular has been dependent on the fact that certain physicians would make financial sacrifices in order to have the satisfaction of teaching. The ever-increasing pre-payment programs are making such situations more and more difficult and indeed these pre-payment plans are acting as a levelling-out agent in terms of the payment for medical services. If the provision of services is to be supported by adequate educational programs those responsible for the development of such services must equally assume the cost of education, or the supply of physicians and the level of training will certainly deteriorate.
During recent years there have in general been improvements in the coverage provided for psychiatric illness under medically sponsored and commercial prepaid insurance programs. There is a good deal of evidence to confirm the contention of most psychiatrists that psychiatric illness is just as insurable as any other chronic disabling illness. The proposed introduction of a federal provincial universal medical care program on a basis similar to the Hospital Insurance Program has been the cause of great concern in so far as the future development of psychiatric services is concerned. It was most reassuring to learn of the Prime Minister's letter and telegram to the Canadian Mental Health Association assuring that there would be no exclusion of psychiatric illness and the implication that all physicians, not only psychiatrists, would be paid for the care of psychiatric illness under the same arrangements as would apply to physical illness. At this stage we can only hope that the federal legislation and regulations yet to be introduced and the provincial program which will be related to such legislation, will take due cognizance of the Prime Minister's statement and will give full recognition to the extent and nature of psychiatric illness.
Regionalization and Decentralization
The need for regionalization and decentralization of psychiatric services seems to be generally accepted. During recent years, a number of pilot projects have been initiated. While it is not possible to mention all of these or to discuss any of them in detail, a number of developments are certainly worthy of mention. Regionalization and decentralization do not necessarily go together. In Saskatchewan the Yorkton project has much merit as a regionalization development and to date the results of the project have been most encouraging. While the principle of decentralization is accepted in this project and while the centre is attached to a general hospital, it is in fact administered as a part of the Provincial Mental Health Program.
More recently Nova Scotia has introduced new arrangements for its county hospitals. New regulations and legislation have been developed which will enable the provincial psychiatrist to play a pan in the maintenance of reasonable standards of care while leaving day-to-day administration and other arrangements in the hands of the local boards. These hospitals will in the future be financed under hospital insurance as are general hospitals in that Province.
In Ontario a number of community mental hospitals have been developed operating under special legislation and with the day-to-day administration being the responsibility of local boards. Efforts are being made to ensure that these community hospitals provide a comprehensive range of services and to ensure their functional involvement with the local community.
There is an ever-increasing development of psychiatric services in general hospitals and more and more emphasis is being placed on a comprehensive range of services within the general hospital program. Generally speaking these are administered by local hospital boards and patient care is organized on the same basis as services for other illnesses.
The concept of integration, regionalization and decentralization seems to raise many problems for psychiatric services. There are some advocates of integrated psychiatric developments who feel that psychiatric services developed on this basis with other health services are the most desirable way to provide psychiatric care. Other psychiatrists, usually those in administrative positions, deplore the absence of control over locally-operated services. They are prone to suggest that these services are not necessarily patient orientated, do not provide a comprehensive range of services and that the psychiatrists running such programs tend to be irresponsible. This dilemma is one which psychiatrists will have to resolve as it is obviously not possible to have integration, regionalization and decentralization, while at the same time maintaining direct or poorly-disguised control over the individuals and services organized in this way. Much more could be said about this area of concern as there is some evidence that psychiatrists may not be behaving in a responsible manner when given the opportunity to participate in local decentralized services. On the other hand, there is much good evidence to support the thesis that psychiatrists in the centrally organized and directed services to which psychiatry has grown accustomed, may well suffer from many of the secondary symptoms and difficulties which we observe in patients in similar institutions. Certainly in the provision of adequate psychiatric emergency services, psychiatrists as a whole will have to take more responsibilities than they have in the past. If the outstanding examples of emergency care now developing in various parts of Canada are to have their full impact and if people with psychiatric illness are to be assured of adequate care, psychiatrists as a whole will have to model themselves on those few who are presently willing and able to accept full medical responsibility for psychiatric emergencies which come to their attention.
While all of the major psychiatric reports appearing during recent years have emphasized the importance of decentralization and local administration and even though these recommendations have appeared in Great Britain, the United States and Canada, there is clear evidence in many areas of increasing centralization. This is true, not only of the mental health field but of the health field in general. This centralization appears to be based on a North-American philosophy that he who pays the piper should call the tune. It is also based on a fallacious premise that the professional and administrative personnel in various central offices who are no longer involved in the provision of direct patient service or the day-to-day problems of providing such services, are in a better position to direct and control the organization of services at the local level and furthermore that they, rather than local boards or local administrative personnel, know how funds should be used to provide the best service. Such is not the case and in spite of all of the administrative devices being used, costs continue to rise, there continues to be an apparent shortage of facilities and there is increasing frustration of people at the local level who are making efforts to provide these needed services. The result of inflexible administrative procedures has been an undue emphasis on hospital beds, and patients are frequently hospitalized because other services or the funds to finance them are not available to provide the alternative services which would be more beneficial to the patients, and in the long run more economical for the community.
This increasing centralization and control is a rather remarkable phenomenon in a country where democratic principles are apparently important. Ideally, services would be administered at the local level by local people who are directly involved in the local centre and they should be given the maximum opportunity to develop, direct and improvise programs within very broad principles, but quite the opposite is happening, with the result that the local level is assuming less and less responsibility and more and more the total responsibility is being placed on 'the government', which does not have either the resources or the abilities needed to effectively provide services at the local level.
Public Hospital Acts
It has been recommended repeatedly that mental hospitals should be brought under public hospital acts and managed by hospital boards.
Historically the Province of Quebec has had individually operated mental hospitals although these are under the authority of the Mental Hospitals Act rather than the Public Hospitals Act. There can be little doubt that the revolutionary changes which have taken place in that Province during the last few years have been in large measure related to the freedom of action which independent hospitals and their boards can maintain as compared to the lack of mobility in those hospitals organized as a part of a larger system. No area in this country has ever witnessed such rapid changes in psychiatric services as have taken place in Quebec in the last few years, and unless there are dramatic changes in the other provinces in the near future there can be no doubt that the psychiatric services of Quebec will as a whole surpass those of the rest of our country. Hospitals in Quebec have operated successfully under boards. It is possible to find capable willing citizens in our communities who will participate in the management of hospitals if they are given an adequate opportunity to do so. Furthermore the Psychiatric Services Division of the Quebec Department of Health, not being involved in the day-to-day administration of the hospitals, has been free to give the leadership and guidance necessary for such developments.
A new project in the Province of Ontario-the Clarke Institute of Psychiatry-will meet both parts of this recommendation. It is now recognized under the Public Hospitals Act of Ontario and will be operated under a Board of Trustees. Very capable people have been appointed as Trustees and it is quite clear that all are willing and able to serve in this capacity. Future experience will indicate how effectively this new Institute will operate, but those of us involved in its development are fully confident that it will provide exemplary patient care, research and education, more effectively than has been possible in the past.
It is quite apparent that all provinces are re-examining the way in which ser-vices for the mentally ill are provided. All of the provinces are concerned about the role of mental hospitals. Are the existing mental hospitals to continue as active treatment centres for local areas? What will be their role in the provision of longterm care? Should the mental hospitals continue to be responsible for the provision of custodial care or should custodial cases be the responsibility of welfare services? The large number of physically-handicapped patients in mental hospitals is also a matter of concern, and questions are being asked as to whether or not these are a psychiatric or medical responsibility. While it does not appear that additional mental hospitals are likely to be constructed in the immediate future, it is clear that much thought and planning will have to be directed to the establishment of adequate roles for those now in existence.
Legislation
As the subject of legislation is being dealt with in detail during this Institute, it will only be mentioned briefly at this point. The primary aim of psychiatric services should be the provision of treatment. The legislation under which we labour was developed in a period when the concern was with the protection of the community and of the individual against his own acts rather than treatment of the mentally ill. This legislation must now be redeveloped in a way which will facilitate treatment as and when it is necessary. Legal provisions should only come into force when a patient, dangerous to himself or the public, is unwilling to take treatment. The administration of estates and guardianship should be considered separately and be available when necessary without direct relationship to hospitalization. Too often, legislation presently in force impedes adequate treatment of a patient and it must now be rewritten in a way which will facilitate treatment and meet the needs of a patient while protecting the public when necessary.
Psychiatric Services in General Hospitals
The development of psychiatric services in general hospitals is progressing at an encouraging rate but developments in this direction are frequently handicapped because of a failure to understand and accept the underlying reasons for such psychiatric services. It is generally agreed that some fifty per cent of patients seen by general practitioners are suffering from functional or psychiatric illness. Many of the patients in our general hospitals are not undergoing continuing hospitalizarion because of their physical needs. The problem of functional, emotional and psychiatric symptomatology is so extensive as to make the involvement of general practitioners and other physicians in the care of these patients, mandatory. The needs of these patients will never be met by the development of specialized psychiatric services alone. These services should be organized to provide support to other physicians and other health services as they play their part in meeting the needs of these patients. The role of the psychiatrist and other members of the psychiatric team must be increasingly in the area of consultation to other health workers. Effective consultation and teaching is not an abstract concept. Such activities must be firmly rooted in services providing exemplary care for patients with such illnesses. A psychiatrist and the members of his team can only serve a small number of patients, whereas the same number of specialists could make professional help available to large numbers of other workers and this approach may come nearer to meeting the need. Involvement of general practitioners and other physicians in the care of all forms of psychiatric illness should be seen as an educational experience which will increase their skills in the diagnosis and treatment of patients with psychiatric symptoms. The specialized psychiatric unit and psychiatric workers must be prepared and available to give a large portion of their time to this clinical teach-ing role. Only a small portion of their time should be devoted to the direct care of individual patients. The psychiatric unit itself should be seen as a clinical teaching centre in which it is possible to demonstrate the adequate care of psychiatric emergencies of all kinds and the continuing treatment of patients with psychiatric symptomatology. The present highly selective admission policies of many of our general hospital units can only be condemned. Any policy which does not permit first level service to psychiatric emergencies is not in a position to provide a good clinical teaching experience for general practitioners and other health workers, who are faced with such emergencies in their practice.
There is no doubt that such emergencies can now be treated on a medical basis and any suggestion that such patients are not the responsibility of our community hospitals cannot be tolerated. Too many psychiatric patients are still being handled by police officers. Too many are still being confined in our jails. It is no longer satisfactory to suggest that grossly disturbed patients should be certified to mental hospitals. These are individuals who are suffering from disturbing and distressing symptoms and our psychiatric and medical services must relieve this distress as we would relieve the distress caused by any other form of illness.
Special Areas
While there have been some remarkable developments in the field of mental retardation during recent years, these have not, as yet, been reflected at the administrative level. Indeed most of the developments taking place would seem to be a direct result of the activities of the various voluntary bodies across the country. From an administrative point of view the important factor here is to take due notice of the way in which an aroused group of citizens can promote desired developments. There is no province in this country not now affected by the activities of the various organizations concerned with retarded children and adults. It is quite apparent that such an aroused group of citizens can bring about changes in the attitude of legislature and that funds are in fact becoming available in this area. It is noteworthy that one of the few national agencies receiving increasing allocations during recent years from the federal government has been the Canadian Association for Retarded Children.
Developments in the field of geriatrics have been less encouraging than in the area of mental retardation. While there have been a few notable developments and while many professional and voluntary bodies have expressed increasing concern regarding the provision of facilities for geriatric patients, they have not as yet produced the necessary changes in legislation, availability of funds and attitudes to bring about significant and d~sired development of facilities and ser-VIces.
The Ontario Mental Health Foundation represents a completely new and different approach to the development and financing of research and education in this country. As its terms of reference are very broad its role will only become clear as it continues to operate and develop policy. As a quasi-independent body, with its own lay board, it has already been able to introduce many desirable modifications in so far as research support in Ontario is concerned. Its role in professional education is still developing but here again there are encouraging signs of new more flexible approaches, which are so necessary if educational programs are to continually adapt to changing circumstances.
Brief mention must be made of psychiatric services for children and adolescents. Of the shortage of services there can be no doubt. As to the adequacy of our present efforts to meet the situation, there must be some question. If the apparent need is to be met, our colleagues in child psychiatry will have to be more imagina-tive and daring than we have been. Hopefully the traditional child guidance clinic is disappearing but the extensive use of individual and family depth therapy does not lead to optimism in terms of meeting the apparent need. Surely the use of foster homes, residential centres, and school settings must be developed to meet the needs of these developing members of our society more adequately than they have in the past. It is suggested that child psychiatry as such and the small selective services now being developed are like grains of sand in the ocean-they may be useful in their own right, but some. other approach will be necessary if we are to stem the increasing incidence of psychiatric and adjustment problems in children. There is great need for coordination of all services designed to assist children, but detailed discussion of this area will have to be left for another occasion.
Brief mention must be made of the changes taking place in the birth-rate in Canada. According to recent press reports the cost of obstetrical care in Saskatchewan is falling proportionately and the latest Dominion Bureau of Statistics announcement indicates a decline of seven per cent in the Canadian birth-rate for 1965. One may speculate about the cause of this decline but not the fact that it is taking place. The time may well be approaching when genetics and eugenics will play a greater part in our thinking and when that time comes one can only hope that the problems of retardation and psychiatry will playas prominent a part in our thinking as will the various physically handicapping conditions. Summary An effort has been made to review the changes taking place in the administration of psychiatric services across Canada. There can be little doubt that the general recommendations of More for the Mind, Action for Mental Health and many other such reports are gaining increasing acceptance.
It is indeed unfortunate that the federal government has not taken the lead in creating the necessary climate for more rapid implementation of the major recommendations of M.ore for the M.ind. The federal government could and should take the lead in seeing that all discrimination against the mentally ill and the services being provided for them are removed from all federal legislation. Such action would have an impact out of all proportion to the federal funds involved. It would surely give leadership to the provinces in their efforts to improve the administration of psychiatric services in Canada and would help to ensure to all Canadians the psychiatric services to which they should be entitled.
There have been encouraging changes in administrative practices during recent years but no province has yet taken the major steps necessary to bring about a full integration, regionalization and decentralization of mental health services. While there have been improvements in the legislation in force in various provinces, these have been in the main in the direction of modifying existing legislation rather than the introduction of completely new concepts.
It is difficult to recommend and seek major changes in the organization and administration of mental health services when the professional groups involved in the provision of such services do not seem to have fully clarified for themselves the major recommendations made during recent years. Psychiatrists and the other professional groups involved must clarify their responsibilities and roles in our society. Until this is done, it is difficult to believe that political and governmental authorities can accept responsibilities for many of the extensive changes which have been recommended.
While recent developments have been encouraging it is also true that some of the major changes which appear to be desirable, particularly in relation to the provision of patient care are being impeded and delayed by many existing attitudes towards mental illness and the mentally ill. It would appear that much more will have to be done to change the attitudes of those responsible for major legislation and administration. There has not been time in this paper to deal with this matter in any detail, but it does seem apparent that the public at large and many community groups are ahead of the professions and governmental authorities in their attitude towards mental illness and in their desire to see improvements in the services provided. We must find ways of mobilizing this general public support and using it to bring about necessary changes.
We along with our neighbours to the south are much concerned about the pockets of poverty which exist in our affluent society. Are we as concerned about the pockets in our society which produce delinquents, misfits and others who cannot function adequately? Have we noted the findings of Crestwood Heights and Sterling County? Are we as concerned as we should be about desocialization and the repetitive patterns of anti-social, destructive behaviour in generation after generation? Do we really think we will solve the problems of our older people, of our adolescents, of the unemployed, by dealing with these on a materialistic basis? The answer is clearly negative-the universal old age pension of 1945 did not reduce the flow of older patients to mental hospitals, family allowances have not improved our childrearing practices and the presently proposed Canada Pension Plan and other welfare programs will not be effective unless we concurrently find ways of ensuring for every Canadian a useful, satisfying place in our society as a contributing citizen. This and not the meeting of material needs is the real challenge of our modern society.
